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 fever or heart disease, the probability is that a greater or less quantity
of fluid will collect, and that this will then gradually be absorbed without
the necessity for tapping. Even large effusions of this origin which pro-
duce extreme cardiac embarrassment will probably not prove fatal if
dealt with in time by aspiration, and provided the condition of the heart
is satisfactory.
The development of pericardial friction in pneumonia, or even of
pleuro-pericardial friction, adds very much to the gravity of the illness.
The extension of inflammation to a new serous surface must increase
the toxaemia, and already in such cases there is usually a severe pleural
and pulmonary lesion. If to these troubles is added the burden of
pericardial effusion, the prospect of survival becomes poor, even if
aspiration or, in the case of purulent effusions, open incision, and
drainage have been undertaken. On the other hand, not every peri-
carditis in pneumonia leads to effusion, nor is every effusion purulent,
even if pus is present in one or other pleural cavity.
Sero-fibrinous exudates of doubtful aetiology, such as those which
follow tonsillitis or some less definite infection, may or may not need
evacuation; in any event the outlook here is good since there will be
no underlying heart disease and the circulatory trouble will be largely
mechanical.
In the grave infections, such as osteomyelitis or septicaemia from
some other source, involvement of the pericardium renders the outlook
more serious; this will be the more so if it is suspected or discovered
that the effusion is purulent. Still, if suitable treatment is undertaken,
the pericardial complication need not determine a fatal issue.
In some instances, acute pericardial disease is no more than an incident
in the progress of a fatal illness; it may appear when secondary deposits
from a primary mediastinal growth form in the pericardium. Sometimes
pericarditis is a terminal incident in a prolonged illness, and does not
even account for ultimate death; this may be the case in uraemia, when
a dry pericarditis (rarely with effusion) is discovered in some cases
during the last days or weeks of life.
Tuberculous pericardial disease may be so latent that it remains
unsuspected during life, the diagnosis being made at necropsy after
death from some other cause. Sometimes it leads to progressive cardiac
embarrassment. It has been mentioned already that lesions of this kind
probably account for some of the cases of chronic constrictive peri-
carditis. When tuberculous pericardial disease is complicated by effusion
the outlook is practically hopeless, but, by repeated aspiration and the
use of diuretics and a salt-free diet, life may be maintained for about a
year or two.
The prognosis in chronic mediastmo-pericarditis is dominated by the
gross valvular disease which is generally present. Survival for more than
a few years is therefore unlikely, although rest, digitalis, and symptom-
atic remedies will help temporarily. On the other hand, in Pick's disease
the prognosis turns upon the possibility of operative interference by

